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ABSTRACT 
Workplace violence in health care is a serious issue impacting health care delivery and 
quality.  Health care workers have been assaulted at increasing rates over the past decade with 
only serious incidents making a presence in the media when major incidents such as shootings 
occur.  The more frequently endured incidents of violent assaults and harassment go unnoticed 
by the public.  This hazard is recognized differently across the United States with 
disproportionate severity of regulations per state.  The lack of regulatory requirements influences 
how health care institutions address the problem, with health care administrators taking varying 
actions on these incidents and with variable priority in their institutions.  
Following a workplace violence event, institutional policies may not encourage workers 
to recognize the assaults as serious and may excuse incidents as part of their job duties.  
Reporting methods may vary based on institution and follow up may be lacking.  Post-event 
follow up may include: pressing charges which is rarely performed; emotional support to help 
workers through the traumatic event but this may be insufficient to prevent long term damage; 
and employee discontent with their organization resulting in employee turnover.  Occupational 
health nurses are equipped with skills and abilities that can make them integral in identifying 
workplace violence hazards, participating in workplace education, generating policy revision, 
supporting reporting protocol, and providing post-event emotional support, all essential aspects 
of a comprehensive workplace violence prevention program. 
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CHAPTER I: INTRODUCTION 
 
Workplace violence in health care is a serious issue impacting health care delivery and 
quality.  Hospital workers represent 40% of all health care sector employees and have been 
recognized as being at risk of suffering non-fatal injuries, with the primary perpetrators of 
violence being patients (Arnetz, Hamblin, Sudan, & Arnetz, 2018).  The Joint Commission 
issued a warning in the 2010 Sentinel Event Alert about the rise of physical assault, rape, and 
homicide affecting health care workers (The Joint Commission, 2010).  Large scale events such 
as workplace shootings or bomb threats in health care workplaces often receive widespread 
publicity and recognition for their severity (Brown & Burns, 2013). More common, but less 
reported are the instances of non-physical violence in the form of verbal assault and harassment, 
which have been known to cause psychological stress on health care workers (Arnetz, Hamblin, 
Sudan, & Arnetz, 2018).  Other examples of violent acts aimed towards health care workers 
include being spat on, pushed, scratched, kicked, or bit (Edward, 2016).  
In trying to understand this hazardous aspect of the health care workplace, it must be 
noted that as institutions are expected to provide care to all, therein lies the challenge of caring 
for patients who may do harm to others (Schoenfish, Pompeii, Lipscomb, Smith, Upadhyaya, & 
Dement, 2015).  At the frontline of harm’s way, due to increased patient contact time are nurses, 
mostly those working in emergency departments and psychiatric units (Solorzano, 2016).  Not 
surprisingly, the physical and psychological effects of experiencing violence while at the 
workplace can impact the career quality and longevity of skilled health care nurses (Solorzano).  
Nurses surveyed after experiencing violence in the workplace often report feeling increased 
amounts of anger, hopelessness, frustration, depression, anxiety, or post-traumatic stress disorder 
(Solorzano).  Poor preparation through new employee orientation and limited training on the risk 
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of violence can also result in feelings of shock, confusion, and embarrassment (Edward, 2016).  
Nurses may begin to contemplate leaving their employer in search of an opportunity in another 
institution or leaving the health care industry altogether (Solorzano, 2016).  Nurses who choose 
not to leave employment either out of necessity or resilience may be less able to perform 
professional duties following temporary or permanent disability caused by acts of violence 
(Solorzano).   
Lack of societal awareness of workplace violence in the health care setting contributes to 
complacency and acceptance of these acts and are attributed to being “part of the job” (Lipscomb 
& Ghaziri, 2013).  Historically, the health care industry, government, licensing bodies, and the 
public have prioritized patient safety over workplace safety, resulting in a lack of organizational 
recognition or protective regulations for the frontline workforce (Lipscomb & Ghaziri).  Over the 
past decade, 80% of United States (U.S.) employers have reported no organizational changes 
following a significant workplace violence event, despite acknowledging the severity of the 
event and the negative impact imposed on the organization such as workers compensation costs 
and staffing impacts (Lipscomb & Ghaziri).   
Part of an overall lacking response seen by the health care institution has to do with the 
nature of health care work, where caregivers are brought into a culture of selflessness and 
encouraged to place patients’ needs before their own.  The perception is that hospitals should be 
places of healing and therefore, not capable of punitive responses to acts of aggression 
sometimes made by patients deemed to be confused or unknowing of their actions (Morris, 
2018).  Health care systems and staff do have varying methods of responding to acts of violence, 
including formal and informal reporting and chart flagging (Morris).  Less frequently used 
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methods are filing restraining orders or pressing charges as health care workers may not feel 
encouraged or aware of these options from health care administration (Morris, 2018).   
To address the problem of violence in the health care workplace, drastic changes must be 
considered towards the identification of potentially violent offenders, training of health care 
staff, consistent reporting methods, specific policy needs, and post-event support methods.  In 
sum, the need for a comprehensive workplace violence prevention program in the health care 
workplace would aid the industry in better protecting its skilled staff and ultimately the quality of 
care.  
The occupational health nurse (OHN) in the health care setting has the skillset to 
accomplish the task of creating and implementing a comprehensive workplace violence 
prevention program.  The role of an OHN, rooted in a history of being a population focused 
caregiver striving to improve workplace health care delivery, can employ methods to serve as an 
advocate for the health care worker while also providing health care administration with the 
benefit of reduced costs due to injury (Randolph, 2003).  OHNs can employ epidemiological 
evidence, literature, and interdisciplinary relationships to provide evidence-based interventions 
for keeping the health care workplace safe (Brown & Burns, 2013).  
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CHAPTER II: LITERATURE REVIEW 
Workplace Violence Definition 
The topic of violence has been widely studied, providing a wide availability of 
terminology.  The term violence, has been defined by the World Health Organization (WHO) as, 
“the intentional use of physical force or power threatened or actual, against oneself, another 
person, or against a group or community, that either results in or has a high likelihood of 
resulting in injury, death, psychological harm, maldevelopment or deprivation” (Privitera, 2011, 
p. 5).  Violence can be inflicted via four “modes” which are sexual, physical, psychological, and 
deprivation (Privitera).  The term can be further broken down into three subtypes, self-directed 
including self-abuse and suicide; interpersonal including family violence and community 
violence of an acquaintance or stranger; and collective violence such as terrorism or wars 
(Privitera).   
The National Institute for Occupational Safety and Health (NIOSH) provides the 
following working definition for workplace violence: “violent acts, including physical assaults 
and threats of assault, directed toward persons at work or on duty” (Department of Health and 
Human Services, 2014).  Workplace violence has been further classified into four types which 
were created by California OSHA (Cal/OSHA) and adopted by the Occupational Safety and 
Health Administration (OSHA) (Privitera, 2011).  Type I or “Criminal Intent” refers to violent 
crime and often finds victims in the retail industry or banking (Brown & Burns, 2013).  Type II 
is titled “Customer/Client” violence and is associated with violent acts occurring between an 
employee and a customer, client, or patient (Brown & Burns).  Type III, “Worker-on-Worker” 
violence is the category of coworker conflicts (Brown & Burns).  Lastly, Type IV, or “Personal 
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Relationship” has to do with employees’ personal relationship discord leaking into the workplace 
setting (Brown & Burns).   
OSHA identifies five settings where violence in the health care workplace may occur: 
hospital settings, residential treatment settings such as nursing homes and long-term care 
facilities, non-residential treatment settings such as small clinics, community care settings such 
as group homes, and field work settings (OSHA 3148-06R, 2016).   
Pertinent Data 
Bureau of Labor Statistics (BLS) data detail that in the year 2013, 27 out of 100 health 
care fatalities were the result of a violent assault (OSHA 3148-06R, 2016).  BLS 2013 data 
regarding nonfatal workplace violence-related injuries totaled 9,200, which accounted for more 
than 67% of all injuries (Brous, 2018).  During the two-year span between 2011 and 2013, 
reported workplace assault annual totals ranged from 23,540 to 25,630, with 70% of those 
occurring in health care settings (OSHA 3148-06R, 2016).  Of the total injuries involving days 
away from work, 10% resulted from assaults on health care workers with total days away 
ranging from 13 to 36 days per 10,000 workers (OSHA 3148-06R).  Between the years 2005 and 
2014, National Nurses United found a 110% increase in violent health care workplace violence 
incidents (Brous, 2018).  The health care industry workplace violence injury totals account for 
almost as many violent injuries as compared to all other industries combined (Brous).  Rates of 
violent incidents against health care workers exceed all other industries at 8 incidents per 10,000 
workers versus 2 incidents per 10,000 health care workers (Brown & Burns, 2013).   
The Centers for Disease Control and Prevention (CDC) noted that the health care 
workplace is uniquely unpredictable, creating an increased risk for physical and verbal abuse for 
health care staff (Brous, 2018).  Also unique is the hazard of workplace violence itself.  Where 
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most hazards fit into the categories of biological, chemical, enviromechanical, psychosocial, or 
physical, workplace violence exposure results from a hazardous individual (Rogers, 2003; 
Rogers, Randolph, & Mastroianni, 2018). Workers most affected by workplace violence 
incidents are nurses and nursing assistants, especially in the emergency department, geriatric 
inpatient, and psychiatric care settings (Brous, 2018).  Termed, direct health care providers, 
nurses and nursing aides are considered more likely to experience workplace injuries than other 
industry workers (Brous).  The annual incidence of workplace violence experienced by nurses is 
22 per every 1,000 nurses (Brown & Burns, 2013).  BLS data reveal that nursing assistants in the 
psychiatric and behavioral health settings endure violence in the workplace at a rate of 69% 
greater than national averages of workplace violence (Morris, 2018).  Emergency physicians 
polled in 2018 revealed that 3,500 or 47% of emergency physicians had been physically 
assaulted at work and over 71% of those polled witnessed another coworker being assaulted 
(Morris).   
A 2014 survey regarding hospital crime revealed that the 75% of aggravated assaults and 
93% of all assaults against health care workers can be attributed to perpetrators who are patients 
or customers (The Joint Commission, 2018).  Patients and visitors can be collectively termed as 
“clients”, and client-initiated violence is the most common classification of violence encountered 
by nurses with physical and verbal assaults representing most of the events (Solorzano, 2016).  
The violence inflicted by perpetrators is not exclusive to health care staff, but anyone who has 
the potential for contact with a violent perpetrator (Lipscomb & Ghaziri, 2013).  In the inpatient 
setting, this may include the patients and visitors in a shared or non-private room, in the 
emergency room, in the hallway, or in waiting areas (Lipscomb & Ghaziri).  
Impact on Quality 
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The Federal Bureau of Investigation reported that workplace violence in the health care 
setting has the potential to damage an institution’s image both by the workforce and the 
customers it serves, creating a lost sense of security (Brown & Burns, 2013).  NIOSH has 
provided evidence of how workplace violence in health care not only impacts the work 
environment of health care staff but also the quality of care received by patients (Brous, 2018).  
While direct effects to patients may occur when a patient is injured during a violent encounter 
with another patient, resulting in severe legal consequences to the health care organization, 
indirect effects provide considerable impact as well (Lipscomb & Ghaziri, 2013).   
A major indirect effect on quality of care occurs when staff become injured and unable to 
work, consequently, per diem staff are recruited to fill gaps on units where they are unfamiliar 
with the unit practice, patients, and care plans (Lipscomb & Ghaziri, 2013).  Quality of care 
measured by patient satisfaction surveys has shown diminishing patient ratings over time when 
per diem staff are regularly required (Lipscomb & Ghaziri).  To further the dilemma, per diem or 
“float staff” have been found to experience an assault on an unfamiliar unit at three times the rate 
of permanent staff (Lipscomb & Ghaziri).  Unit costs to utilize per diem staff can stretch 
departmental budgets, resulting in departments choosing to understaff, increasing the demands 
on the nursing staff of that unit. Staffing issues can create a negative response by the remaining 
staff, affecting work dynamics which can cause employee interpersonal conflicts and added 
stress (Arnetz, Hamblin, Sudan, & Arnetz, 2018). 
Violence in the workplace is a traumatic experience for its victims and those who witness 
events.  Research has found the connection between violent assaults and decreased work 
satisfaction resulting in poor productivity and low job retention (Morris, 2018).  Adding to the 
trauma is the lack of control felt by staff during these events, which can have dangerous 
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implications for the nursing profession (Edward, 2016).  More obvious measures of work 
dissatisfaction include poor recruitment of nurses and poor retention of staff, and feelings of 
exhaustion, anger, and cynicism can lead to anxiety or depression among staff, creating staffing 
difficulties for an institution (Edward).  Violence in the workplace can disrupt nursing care plans, 
resulting in a less therapeutic setting for patients and cause nurses to leave the profession (Brous, 
2018)   
Costs incurred by the health care industry annually due to workplace violence exceed 
$1.2 billion (Brous, 2018).  Factors that contribute to this cost are understaffing, resulting from 
high turnover workplaces and workers on leave due to injury (Brous).  Workers in the health care 
setting who experience violence-related injuries require days away from work at four times the 
rate of other industries in the private sector (Morris, 2018).  Thirty-two percent of all nonfatal 
injuries involve lost days as a result of workplace violence (Brown & Burns, 2013). 
Risk Factors 
Risk factors can be better understood by categorizing topics into factors related to the 
patient, staff, environment, and the organization.  Patient characteristics of perpetrators include 
those with a history of violence, substance abuse issues, dementia, and other health conditions 
that impact cognition or impulse control (Lipscomb & Ghaziri, 2013).  Patients being treated 
who have a history of mental illness and patients in the emergency department have also been 
found to have predisposing backgrounds related to higher rates of violence such as substance 
abuse, unemployment, homelessness, and a criminal background (Lipscomb & Ghaziri).   
Staff issues may result from a lack of recognition of potentially violent patients or 
situations as well as poor or no training in de-escalation techniques (Lipscomb & Ghaziri, 2013).   
Other risk factors for staff include understaffing and working alone (Solorzano, 2016).  The 
 
 
9 
 
application of physical restraints, often a first line “treatment” in the care of a disruptive patient, 
has been shown to increase the chance of a violent attack toward staff (Lipscomb & Ghaziri).   
Environmental risk factors may include poor facility security, unsecured furniture in the 
emergency department, care areas, and the waiting areas, hallway with “blind spots”, and poor 
lighting (Lipscomb & Ghaziri, 2013).   Organizational risk factors may include delayed service 
times and long patient wait times, lack of staff empowerment, non-existent nursing shared 
governance committees, and a poor safety culture (Lipscomb & Ghaziri).    
Root Causes 
 Furthering the examination of risk factors informs the evaluation of the root cause of 
violence in the workplace.  The Joint Commission 2010 Sentinel Event Alert focused on the 
topic of workplace violence prevention in health care.  In that issue, The Joint Commission 
detailed several causal factors which broadly apply to the health care work setting in the 
following categories: communication, leadership, human resources, assessment, physical 
environment, and care planning.  
 Failures in communication represent the most frequently cited cause related to workplace 
violence, followed by poor observation and assessment, and non-compliance with policies 
(Wyatt, Anderson-Drevs, & Van Male, 2016).  Communication includes formal and informal 
methods of communication through reporting systems, chart flagging, pressing charges, and 
verbal communication of threat between staff as well as between staff and patients or their 
families (Wyatt, Anderson-Drevs, & Van Male).   
Factors related to organizational human resources pertain to competency training with 
recognizing the hazard to help staff identify high-risk situations (The Joint Commission, 2010).  
A lack of training and competency, assessment protocols, assessment tools, and observation 
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processes could be organizational pitfalls (The Joint Commission).  Staff members unable to 
perform comprehensive behavioral assessments are unable to identify psychosocial risk factors 
for patients and staff who have the potential for violent behavior (Wyatt, Anderson-Drevs, & 
Van Male, 2016).   
Problems with leadership include a lack of regard for the issue as evidenced by 
ineffectual or nonexistent policy or procedures and a poor safety culture (The Joint Commission, 
2010).   Organizational culture changes are needed to change perceptions of violence in the 
health care setting as being accepted (Brous, 2018).   Health care workers trained in a culture of 
caregiving are not made aware of the risks patients may pose (Morris, 2018).  This culture of 
caregiving makes the option for retribution against the perpetrator an uncomfortable one for 
many victims (Morris).   Organizations with ambiguous policies and protocols related to violence 
in the workplace leave the victim uncertain on whether to pursue criminal charges against their 
perpetrator (Morris).  Culture changes where organizations acknowledge the risk for violence 
would help health care professionals feel empowered to take appropriate action that may involve 
pressing charges, an action not frequently taken (Morris).  
Reporting Systems 
 Key to the issue of communication of hazards is the topic of incident reporting.  Cultural 
and organizational issues regarding the conflict between caregiving and retribution play into the 
issues of accurate incident reporting performed by hospital staff.  Despite the staggering numbers 
and relevant data of known violent assaults in health care, an under-reporting phenomenon exists 
in health care due to staff reluctance to report and unofficial reporting mechanisms (Pompeii, et 
al., 2016).   Culturally, perceptions of health care workers reveal workers largely accept violence 
as an inextricable aspect of the health care industry (Pompeii, et al.).  Health care worker 
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compassion toward patients and the belief that patients did not intend harm are used as a 
rationale to not report or to improperly report incidents (Pompeii, et al.).   
 Improper or informal reporting often results from these cultural norms as employers 
choose verbal reporting methods to their coworkers or management over a formalized reporting 
system (Pompeii, et al., 2016).  Unofficial reports come in the form of shift report between 
clinical staff or in an email to their manager (Pompeii, et al.).  Additionally, staff may elect to 
document an event in narrative form in a patient’s chart as a means of protecting the staff 
member themselves from future litigation (Pompeii, et al.).  Traditional reporting systems such 
as the OSHA Log of Work Related Injuries and Illnesses required by federal regulations and 
workers compensation claims reports provide useful data that could be used in the prevention of 
further violent instances (Pompeii, et al.).  However, these traditional reporting systems rely on 
workers to submit an official report through an internal incident reporting system at their 
organization (Pompeii, et al.).  Research shows that employees are more likely to formally report 
only if they suffered a serious physical assault with verbal assaults deemed as less serious and 
less likely to be reported by victims (Pompeii, et al.).  To add to the barriers of formal reporting, 
organizational structures which lack policy that prioritizes and standardizes reporting can often 
mean that there is a lack of organizational follow up after a report, making employees feel their 
concerns are not being heard (Pompeii, et al.).   
Regulatory Bodies 
 Historically, government and health care licensing bodies have failed to recognize the 
link between patient safety and worker safety, resulting in a lackluster set of regulations to 
protect workers from harm (Lipscomb & Ghaziri, 2013).   The Occupational Safety and Health 
(OSH) Act of 1970, created OSHA and NIOSH as enforcement and educational research arms 
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respectively, to the U.S. Department of Labor (Tabone, Laing, & Privitera, 2011).  Part of the 
OSH Act, known as the General Duty Clause, states, “each employer shall furnish to each of his 
employees’ employment and a place of employment which are free from recognized hazards that 
are causing or are likely to cause death or serious physical harm to his employees” (OSHA, OSH 
Act of 1970).  The General Duty Clause is a standard enforceable by OSHA through 
enforcement activity and acts as a “catch-all” for any hazardous workplace condition not 
otherwise addressed in the standards.  In the case of workplace violence, the OSH Act is a 
relevant piece of regulation; nine U.S. states have adopted a requirement for a comprehensive 
workplace violence prevention program, while the rest remain without any specific regulations 
(OSHA-3832).  Maine, Connecticut, New Jersey, Maryland, Washington, Oregon, and 
California, all have legislation requiring hospitals to establish a prevention plan that includes 
some degree of hazard assessment, the development of a committee, and post-event investigation 
(OSHA-3832).  The state of Illinois requires the same of mental health institutions and New 
York’s requirements apply to any public facility with greater than 20 employees (OSHA-3832).    
In April of 2017, California OSHA (Cal/OSHA) issued new regulations affecting health 
care employers in the state, which require hospitals to have a written comprehensive workplace 
prevention plan designed to protect workers from violence in the workplace (Gooch, 2017).  The 
regulation extends to all facilities where health care is provided for patients who are admitted for 
greater than 24 hours and includes emergency medical settings, correctional facilities, and home 
health agencies (Gooch).   
Other states who have promulgated strict legislation to address violence against health 
care workers include Alaska, Hawaii, New York, and Utah, who have made penalties for assaults 
greater and eased the process for felony prosecution of these assaults (Morris, 2018).  North 
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Carolina made an expansion to felony criteria from assaults against emergency department 
personnel to assaults against any hospital personnel (Morris).  Tennessee has modified assault 
charges against health care personnel to mirror similar penalties as assaults against law 
enforcement officers (Morris).   
While efforts made by individual states are progress, the gap still exists for states with no 
regulation.  In 2016, the Government Accountability Office issued a report recommending that 
OSHA develop and enforce federal standards pertaining to workplace violence to address 
workplace violence in health care settings (Wyatt, Anderson-Drevs, & Van Male, 2016).  In 
addition, the recommendation included the precedence for imposing monetary penalties on 
employers failing to prevent employees from being exposed to violence in the workplace (Wyatt, 
Anderson-Drevs, & Van Male).   
The Governmental Accountability Office (GAO) report detailed a summary of 
compliance activity in the wake of The Joint Commissions, 2010 Sentinel Event Alert, as having 
increased annual inspections of health care facilities in relation to workplace violence from a 
total of 11 inspections in 2010 to 86 total in 2014 (GAO-16-11, 2016).  The General Duty Clause 
was cited for approximately 5% of all health care inspections performed by OSHA, in relation to 
workplace violence (GAO-16-11).  OSHA compliance investigators cited difficulties obtaining 
sufficient legal and defensible evidence as a barrier to citing more employers (GAO-16-11).  For 
all cases where evidence was insufficient for citation using the General Duty Clause, OSHA 
issued written warnings in the form of “Hazard Alert Letters” which provide recommendations 
for employers to take to address potential hazards (GAO-16-11).  Despite the compliance-driven 
source of these hazard alerts, employers are not legally required to respond to these letters, and 
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there is a lack of known follow up on whether employers took steps to improve their workplaces 
(GAO-16-11).   
Federal OSHA and its state components exist as the sole regulatory bodies designed to 
primarily protect the needs of workers.  Outside of regulation for workers exist certain 
accrediting bodies for the provision of health care to patients. The Joint Commission 
Accreditation agency is an organization that certifies hospitals in the U.S. for Centers for 
Medicare and Medicaid Services (CMS) reimbursement eligibility (Tabone, Laing, & Privitera, 
2011).  Its mission is to improve the safety and quality of health care received by the public by 
accreditation of health care providers and services (Tabone, Laing, & Privitera).  To achieve 
accreditation, organizations must incorporate safety as a priority in care, and since 2006, The 
Joint Commission has expanded its stance on safety to exceed patient safety through the 
inclusion of staff safety.  Through its leadership standard (LD.03.01.01) The Joint Commission 
requires health care leaders to “create and maintain a culture of safety and quality throughout the 
hospital, and address disruptive and inappropriate behaviors” (Tabone, Laing, & Privitera, 2011, 
p. 98).  Having a strong safety culture is addressed in The Joint Commission Environment of 
Care (EC) standard EC.02.01.01 and maintaining incident reports in a manner for tracking and 
analyzing incidents is addressed in The Joint Commission Emergency Management (EM) 
standard EM.02.02.05 EP 3 (OSHA-3832).   
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CHAPTER III: COMPREHENSIVE WORKPLACE VIOLENCE PREVENTION 
PROGRAM 
 The creation and implementation of a comprehensive workplace violence prevention 
program for health care should be modeled after the OSHA (OSHA 3148-06R) issued 
“Guidelines for Preventing Workplace Violence for Health care and Social Service Workers” 
(2016).  Organizational violence prevention programs should be in writing and contain specific 
approaches to prevent violence in that workplace based on strategies developed by organizational 
leadership.  Five essential “building blocks” for the prevention program include: management 
commitment combined with employee participation, worksite analysis, hazard prevention and 
control, safety and health training, and recordkeeping and program evaluation (OSHA 3148-
06R).   
Management Commitment and Employee Participation 
 For management to succeed in the establishment of a workplace violence prevention 
program, organizational leadership must first recognize the hazard and its implications for the 
workforce (OSHA 3148-06R, 2016).  Fully supporting this endeavor requires management to 
involve workers in regular team or committee meetings where the program is developed.  
Through this medium, the team or committee can come together to establish policy, create 
organizational goals, distribute resources, and continuously evaluate program effectiveness 
(OSHA 3148-06R).  Collectively identifying strengths and weaknesses can help organizations in 
the prevention process (The Joint Commission, 2010).  
 It is difficult to broach the topic of management commitment, without further exploration 
into the topic of organizational culture.  A culture of safety is a description of an organization’s 
overall commitment to safety as evidenced by its efforts to improve the environment for its 
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inhabitants (Arnetz, Hamblin, Sudan, & Arnetz, 2018).  Safety culture can also be defined as the 
fundamental values, norms, and expectations that an organization places on safety (Arnetz, 
Hamblin, Sudan, & Arnetz).   The makeup of an organization’s culture is influenced by three 
areas: the behavior of leadership, the management of systems that support the culture, and 
symbols an organization dedicate to the culture such as communication or time (Oliveira 
Bambini, 2019).  The communication of organizational culture is heavily influenced by senior 
leadership and the visible support that is demonstrated to the organization (Oliveira Bambini).  
Senior leadership can create task forces, committees, and appoint leaders with organizational 
autonomy to align processes with the organizational culture (Oliveira Bambini).  In operating 
under a commitment to the organizational culture, management can place demands on the 
organization to display a value on safety and quality in the work environment.    
Workplace Analysis and Hazard Identification 
 As part of OSHA’s recommended practices for the development of safety and health 
programs, an employer should include hazard assessment to identify hazards facing workers in 
their work settings (OSHA, 2002).   This process should be proactive, ongoing, and involve the 
worker in all steps (OSHA).  As it pertains to workplace violence prevention, the team 
performing this step-by-step intervention should include senior leadership, management, and 
front-line workers whose combined power over the facility and knowledge of work practice 
should comprehensively assess the work performed and risks faced through multiple lenses 
(OSHA 3148-06R, 2016).  A team walkthrough of the facility can help identify areas which are 
considered high risk, such as isolated work spaces, areas with limited communication devices, 
and areas where past events have occurred (Rogers, Randolph, & Mastroianni, 2018).  A 
workplace security analysis more specifically addresses employee job tasks and the hazards 
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associated with them.  Adding to the walkthrough process, the team can incorporate a review of 
previous incidents to identify work processes or procedures that are higher risk (Rogers, 
Randolph, & Mastroianni).   
Once an assessment is complete, the findings should allow the team to identify the types 
of workplace violence hazards that exist as well as training gaps and needed improvements for 
the assessed workplace (OSHA 3148-06R, 2016).  The worksite analysis should be replicable 
and done periodically by the team and/or its representatives as a method to reevaluate changes in 
the workplace including changes related to workplace violence (OSHA 3148-06R).  Any job 
hazard analysis should include a documented breakdown of job task, job location, and the 
hazards present for workers in each task or location.  
 The OSHA Guidelines for Preventing Workplace Violence for Health care and Social 
Services Workers contains an example of a “Workplace Violence Prevention Checklist” that 
provides a systematic template which can be used by an organizational team in the workplace 
assessment phase.  This tool can be adapted to suit individual health care organization’s needs by 
specifying areas where risk factors exist, work area security, exterior building areas, staffing 
considerations, security measures, workplace procedures, and training (OSHA 3148-06R, 2016).  
The process of performing the analysis should include a baseline assessment and then repeated 
periodically to evaluate and identify changes in the environment and adjust as needed.  
Hazard Prevention and Control 
 Following the completion of a detailed hazard analysis, the workplace prevention team 
should perform steps to eliminate or control the identified hazards related to workplace violence.  
In their 2010 Sentinel Event, The Joint Commission described suggested actions that health care 
organizations can take to prevent violence in the health care setting.  The first suggestion was for 
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leadership to work with hospital security to review community crime rates and incident statistics 
to perform a risk assessment (The Joint Commission, 2010).  Following this action, strengths and 
weaknesses can be identified, as data can establish target areas, high-risk departments or 
locations to allocate more resources, or low-risk areas to learn from (The Joint Commission).    
In addition to reviewing historical incidents, an interdisciplinary team investigation of all 
reported workplace violence incidents encourages a data-driven risk assessment process and 
should include stakeholders in the process (Wyatt, Anderson-Drevs, & Van Male, 2016).   
The first step to addressing hazards involves the identification and evaluation of control 
options, the second step is to select effective and feasible control options to eliminate or reduce 
hazards, the third is to implement the chosen controls in the work setting, the fourth step is to 
follow up and ensure the controls are being used, and the final step is to evaluate control 
effectiveness (OSHA 3148-06R, 2016).   Hazard control is approached by occupational safety 
and health professionals using the “Hierarchy of Controls” (Figure 3.1) where workplace 
protections are made using strategies in hierarchical order: elimination, substitution, engineering 
controls, administrative controls, and personal protective equipment (NIOSH, 2015).    
Elimination of a hazard is the primary and most important strategy for risk reduction as a 
method of completely removing the hazard from the work environment.  Whereas substitution is 
replacing a hazard with a less harmful option (OSHA 3148-06R, 2016).  Applying elimination to 
workplace violence may include removing the violent perpetrator, most likely due to repeated 
acts of violence against staff.  Substitution or replacing a violent patient with another less violent 
patient can be seen as an infeasible intervention by health care providers.  However, substituting 
any items that could be used as dangerous weapons such as replacing metal utensils with plastic 
should be done.  More commonly used are engineering controls, where changes can  
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Figure 3.1  
 
(NIOSH, 2015) 
be made to the physical environment to address a specific hazard (OSHA 3148-06R).  These 
controls may include enclosures for the hazard such as having a locked unit for behavioral health 
patients, metal detectors, panic alarm buttons throughout the workplace, and badged entry 
(OSHA 3148-06R).  Engineering controls may also include environmental changes and security 
measures such as increased surveillance systems and keypad access to doors (Morris, 2018).  
Patient care areas can be assessed for furniture placement and the ability to secure furniture to 
walls or walking surfaces that can eliminate the weaponizing of furnishings by perpetrators 
(Lipscomb & Ghaziri, 2013).  Other environmental improvements may include enhancing the 
lighting in and around the workplace, decreasing work shifts, and providing staff with a means of 
communicating harm in real time such as cell phones or alarms (Arnetz, Hamblin, Sudan, & 
Arnetz, 2018).   
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Administrative controls change the way workers perform their job to minimize the 
frequency of violence in the workplace (OSHA 3148-06R, 2016).  This could include the 
training of workers in workplace violence awareness, behavioral assessment and de-escalation 
techniques which is the next section.  Other ways health care organizations can improve 
administrative controls are through the development of health care protocols to guide staff on the 
use of prosecution after violent incidents and, the creation of a pathway toward institutional legal 
action on behalf of assaulted staff members (Morris, 2018).  Administrative controls can also be 
in the form of a post-incident response.  Emotional support following an incident is an important 
measure staff can take when implementing prevention strategies, as failing to address this aspect 
can result in staff losses (Morris).  The process of debriefing following an incident, either with 
trained professionals or mentor colleagues, can enable victimized staff to process the incidents or 
aid them on their path to recovery (Morris).   
Post incident procedures are an important component of administrative and work practice 
controls.  This response should include the immediate removal of the violent assailant followed 
by the emergency care for the injured victim (OSHA 3148-06R, 2016).  All staff treatment 
provided, inclusive of psychological care should be provided free of charge to the employee and 
on-site if possible (OSHA 3148-06R).  Trauma counseling can take place for an extended period 
following the incident, as it is recognized that the effects could be lasting (OSHA 3148-06R).  
Last on the hierarchy is personal protective equipment, purposely listed as least important in the 
hierarchy due to its propensity for user error or lack of use.  This control may include gloves and 
forearm guards to protect oneself from biting and scratching or a face shield to protect the face 
from bodily fluids (Solorzano, 2016).   
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Hazard control includes a mechanism for reporting incidents as soon as possible.  Formal 
time frames for reporting should be stated in a workplace violence prevention policy, and staff 
should be trained to refer to the policy for guidance on proper avenues to report outside the 
organization such as filing criminal charges (OSHA 3148-06R, 2016).  Involving the workers 
during the investigative process can allow organizations to find the root cause(s) of the incident 
and to evaluate the broader picture such as environmental assessment gaps that may have been 
missed previously (OSHA 3148-06R).  The workplace violence prevention team should assess 
all gathered information and document findings, ensuring that the involved parties, managers, 
and staff are made aware of the incident and any changes implemented as a result of the incident 
investigation (OSHA 3148-06R).   
The retail industry uses an approach to violence in the workplace titled “Crime 
Prevention Through Environmental Design” (CPTED) that has been researched for the potential 
application in the health care setting (McPhaul et al., 2008).  Elements of CPTED that can be 
employed in health care include natural surveillance, access control, territoriality, and activity 
support (McPhaul et al.).  Natural surveillance creates an environment where providers care for 
patients in an area that is visible to other staff and patients (McPhaul et al.).  Access control 
addresses unwanted entry to care areas and allows for the monitoring of who enters these areas 
(McPhaul et al.).  Territoriality encourages staff occupants of a space, such as a nurse’s station, 
examination room, or a parking lot, to have a sense of ownership of the activities acceptable to 
occur in that space (McPhaul et al.).  This method is intended to define what behavior is 
acceptable for the staff member’s role and what should not occur, such as crime or violence that 
should be reported (McPhaul et al.).  Lastly, activity support has to do with the environment 
where staff activity is performed.  Encouraging safe practice and quality measures through an 
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uncluttered, well-lit, noise-controlled, and comfortable work setting characterize activity support 
(McPhaul et al.).   
Safety and Health Training 
Considered an administrative control, safety and health training are essential in the 
comprehensive workplace violence prevention program.   All health care staff should receive 
training regarding the risks assessed during the worksite analysis process which pertain to their 
work area(s) (Wyatt, Anderson-Drevs, & Van Male, 2016).  Training should include staff 
awareness of the hazard, threat assessment findings, prevention strategies, and communication 
strategies (Wyatt, Anderson-Drevs, & Van Male).  Elements of the comprehensive workplace 
violence prevention policy should be included, such as risk factors at the facility and the types 
and location of safety controls and safe rooms at the facility (OSHA 3148-06R, 2016).  The Joint 
Commission Sentinel Event literature also recommends training staff on de-escalation techniques 
as well as improved reporting methods (Morris, 2018).  Depending on the role of staff and their 
exposure to potentially violent perpetrators, this may include self-defense procedures (OSHA 
3148-06R, 2016).  In terms of nursing education for clinical practice, nursing staff should be 
made aware of the availability of training programs to assist with the management and 
prevention of workplace violence in their workplaces (Solorzano, 2016).  Nurses must be 
encouraged to voice their concerns and advocate for solutions to improve their work setting 
(Solorzano).   This violence prevention training should be provided for all new employees as 
well as through ongoing annual competency training for staff (Wyatt, Anderson-Drevs, & Van 
Male, 2016).   
Supervisors and managers must receive enhanced training for the protection of the 
workers they serve (OSHA 3148-06R, 2016).  They must be made aware of methods to prevent 
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exposing staff to harmful patient assignments or situations and how to recognize a potentially 
hazardous situation as they have the power as leaders to correct these situations (OSHA 3148-
06R).  Training should also include tools for encouraging the workforce to report incidents and 
procedures for procuring care per facility policy and protocol (OSHA 3148-06R).  Nursing 
leaders are critical in establishing the norms in workplace violence prevention strategies among 
nurses.  Instrumental in the nursing leadership role is the ability to listen to the feedback of 
nursing staff and implement change in the clinical setting (Solorzano, 2016).   
Zero Tolerance Policy 
The establishment of a clear organizational policy can provide the framework for a 
comprehensive workplace violence prevention program and related training program (Parrinello 
& Miller, 2011).   A zero tolerance policy should include a broad definition of workplace 
violence, eliminating the need to identify different responses based on the type of violence or 
perpetrator (Parrinello & Miller).   This policy should establish staff expectations with regards to 
conduct in the workplace, participation in workplace violence training, and reporting 
requirements (Parrinello & Miller).  The policy should then provide staff with resources on how 
violent incidents are handled by leadership, follow-up process, and provision of emotional 
support (Parrinello & Miller).  An organizational statement promising commitment to protecting 
staff from harm, inclusive of support in pursuing criminal charges for offenders should be 
included in the policy (Parrinello & Miller).    
Recordkeeping and Program Evaluation 
 Final steps of a comprehensive workplace violence prevention program include 
recordkeeping and the ongoing evaluation of the program.  The accurate recording of injuries, 
incidents, corrective actions, and training can help organizations in further implementation 
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progress of their program (OSHA 3148-06R, 2016).  Examples of records include the OSHA 
Log of Work Related Injuries and Illnesses (OSHA Form 300), where employers are required 
(based on a total number of employees) to keep an annual record of occupational injuries on the 
log (OSHA 3148-06R).  In addition to OSHA recordable incidents, any medical reports related to 
incidents such as reports of injury for workers’ compensation claims, must be kept and 
maintained by the employer (OSHA 3148-06R).  These reports detail the medical encounter 
pertaining to care obtained by the employee after a workplace violence incident.  Other 
documents helpful for thorough recordkeeping would include training records for all employees 
who have received workplace violence training on hire and annually, records of patients who 
have a history of violent behavior, and workplace safety committee meeting minutes (OSHA 
3148-06R).   
 Program evaluation must be included throughout the implementation of the program, 
with representatives throughout the organization (OSHA 3148-06R, 2016).  A multidisciplinary 
threat assessment team should include representatives from the behavioral sciences, occupational 
health and safety including the occupational health nurse, security/law enforcement, high-risk 
departments, employee educators, patient safety officers, and compliance, whose role will be to 
evaluate program implementation, incident reports, and ongoing program changes (Wyatt, 
Anderson-Drevs, & Van Male, 2016).  This team would be instrumental in devising a method for 
reviewing incident reports, surveillance of workplace incident data, keeping records of activity, 
surveying workers for the effectiveness of program activity, and measuring improvement of 
facility injury rates (OSHA 3148-06R, 2016).   
 A successful example of an organizational approach to comprehensive workplace 
violence prevention can be seen at Ascension Health, the largest Catholic health care system in 
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the nation which employs over 150,000 workers at over 1,900 locations and 100 hospitals 
nationwide (OSHA-3832).   Collectively through acknowledgment of the widespread problem 
affecting employees at their facilities, Ascension Health has adopted program components where 
workers are empowered to participate in interventions, safety culture is made visible at all times, 
training is strong and ongoing, and management has an enduring commitment to the program 
(OSHA-3832).  Nursing staff at Ascension Health are expected to lead investigations or response 
and are partnered with security staff when doing so (OSHA-3832). Other examples include St. 
Vincent’s Medical Center in Bridgeport, Connecticut, where senior executives lead daily “Safety 
Huddles” and engage all lines of service, not just clinical workers to review concerning events, 
remind staff on policy commitments, and highlight near miss events which have been 
investigated (OSHA-3832).   
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CHAPTER IV: ROLE OF THE OCCUPATIONAL HEALTH NURSE 
Ethical Considerations 
The occupational health nurse (OHN) role is based on population-focused care aimed at 
workplace health care delivery (Randolph, 2003).  Historically, the OHN aspired to maintain a 
healthy environment at the workplace, where workers were protected from disease and wellness 
endeavors were promoted (Randolph).  As the field has developed over time, health promotion 
and prevention methods have been added to the skillset of the OHN, who works to advocate for 
employee health while also serving management with reduced costs associated from healthy 
work health conditions and prevention of hazards (Randolph).   As a specialty rooted in nursing 
philosophy, the OHN is an autonomous and specialized nurse, utilizing research for practice 
change, programming and policy development to improve and enhance the lives of those who 
comprise the worker population (Randolph). 
Health care organizations impacted by violence in the workplace have an ethical duty to 
protect its workers but may be faced with uncertainty on how to navigate a hazard which is 
divisive in nature, pitting institutions against the clients they aim to heal.  Despite the workforce 
related costs attributed to violence in the workplace, the health care organization may be 
reluctant to act in a way that may cut corporate profitability (Rogers, 2003).   The OHN has a 
unique duty within the organization served to dually act on the behalf of the workforce and the 
company (Rogers).   
The American Association of Occupational Health Nurses (AAOHN) Code of Ethics, is a 
document recognized by OHNs to guide OHN practice (Rogers, 2003).  The AAOHN modeled 
its Code of Ethics, referred to as “The Code”, after the American Nurses Association (ANA) 
Code of Ethics, a foundational piece to guide nursing practice (AAOHN Practice Committee, 
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2016).  Within The Code are defined rules of conduct for the OHN, written to help the OHN 
fulfill the moral responsibility to provide nursing care, a framework for decision making, and 
evaluation of nursing actions taken within a scope of practice, especially when the needs of the 
worker populations, community groups, and employers conflict (AAOHN Practice Committee).  
Applicable to the topic of workplace violence prevention and the establishment of a 
comprehensive prevention program, The Code instructs the OHN to “protect the integrity of the 
workplace and work environment” through a variety of methods (AAOHN Practice Committee, 
2016).  Early in The Code, it is stated that the OHN has a primary commitment to the client they 
serve, which can be an individual, group, or a population (AAOHN Practice Committee, 2016).  
In the example of an OHN navigating a workplace violence program for a health care employer, 
the OHN is bound to serve all clients listed by The Code: the individual employee, the corporate 
leadership group, and the population of workers.    
The Code also enlists the OHN in advocating for a safe, healthy, and ethical work 
environment, striving to maintain the conditions of the workplace and the setting where 
occupational health services are offered (AAOHN Practice Committee, 2016).  Authority is 
given to the OHN to make decisions and take any action necessary to prevent employee injury 
and illness (AAOHN Practice Committee).  The Code also provides understanding to the OHN’s 
commitment to interdisciplinary teamwork, where working with other professionals in fields 
such as workers compensation, human resources, and other healthcare providers can help the 
workplace through reduction of injury or illness and reduced lost time (AAOHN Practice 
Committee). 
 
 
 
 
28 
 
Health Promotion and Prevention 
As advocates for the employees they serve, the OHN must maneuver through ethical 
dilemmas using interventions based on health promotion and protection (Rogers, 2003).  In 
doing so, the OHN can adhere to The Code, while employing primary, secondary, and tertiary 
prevention strategies towards the development and implementation of a workplace violence 
prevention program.  Primary prevention strategies which are ingrained in the practice of 
occupational health nursing involve health promotion at the workplace with the intent of 
avoiding instances of risk (Rogers).  Examples would be the OHN participation in the creation of 
the workplace violence prevention program, its policies, and designing training aimed at teaching 
staff to identify at-risk patients and situations with the goal of avoidance before a situation arises.  
Secondary prevention is aimed towards early detection of the hazard to allow for the OHN to 
intervene through secondary prevention activities (Rogers).  Examples may include surveillance 
of workplace violence reports, evaluating aggregate data, and participating in the incident 
investigation.  Tertiary prevention strategies would be more service recovery-oriented efforts 
where the OHN can assist workers after an adverse event occurred to restore normal work 
functioning (Rogers).   This could include devising a return to work plan and providing 
emotional support following an incident.  In effect, the role of the OHN is optimal in preventing 
violence “by identifying the background and epidemiology of hospital violence, reviewing 
current literature, and summarizing best practices for occupational health staff to keep employees 
safe from violence and resulting injury” (Brown & Burns, 2013, p. 475).  
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CHAPTER V: DISCUSSION AND CONCLUSIONS 
 
The provision of health care services at any health care organization is only as good as 
the professional workforce hired to care for patients.  In an age of cutting edge medical 
advancement and competition between hospitals and health care organizations to be the best, it 
would ideal for the same zeal to be applied towards protecting the valuable asset of workers who 
will propel the organization along a trajectory of success.  Losses due to workplace violence 
have proven to extend beyond the obvious financial costs.  Staff shortages affecting quality care, 
and the implication these losses have for the public image of the health care organization should 
bear weight on corporate decisions to address workplace violence. 
 Creating a culture of safety and awareness is key and corporate leadership is responsible 
for identifying gaps in the culture of its organization.   As change agents for organizational 
practice and function, leadership must bear the responsibility for prevention, while being 
transparent in their efforts and cooperating with all levels of the organization for a tailor-fitted 
outcome.   Leadership accountability for the health care organization operational goals means 
that workplace violence is recognized as a detriment to quality care and the image of a health 
promoting entity in society.   
 For all levels of the organization to engage in the task of establishing safety awareness 
and a culture where there is zero tolerance for workplace violence, health care leaders should 
realize that the OHN exists in the organization to fulfill the role of worker advocate.   As a 
nursing professional, the OHN can be instrumental in all phases of the implementation of a 
comprehensive workplace prevention program, especially providing leadership in developing, 
implementing, and evaluating a comprehensive workplace violence prevention program.  The 
OHN, a professional dedicated to practicing through evidence and maintaining knowledge of 
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literature, is also guided by The Code established by the AAOHN, to ensure the priority of 
workplace safety is maintained at all times. 
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